This systematic review concluded that multidisciplinary pain programmes were effective, although it was not known which programme components were important or whether all patients would benefit from all components. This was generally a well-conducted review and the authors' conclusions followed from the evidence presented. But, the poor quality of the included studies limited the reliability of the conclusions.
Study selection
Randomised controlled trials (RCTs) with at least three months of follow-up, assessing multidisciplinary treatments applied in a group setting for adult patients with chronic non-specific musculoskeletal pain (such as back pain or fibromyalgia) were eligible for inclusion in the review. Multidisciplinary treatments had to include at least three of the following categories to be eligible for inclusion: psychotherapy, physiotherapy, relaxation techniques, medical treatment or patient education and vocational therapy. The study had to include at least two of the following domains to be eligible for inclusion: pain, emotional strain, quality of life, disability, coping, physical capacity, return to work, sick leave, use of medicaments, use of the health care system, pain behaviour or subjective overall success. The primary outcomes of interest were psychological strain, disability in everyday life, health-related quality of life, pain and more appropriate coping strategies. Secondary outcomes of interest were physical capacity, return to work rate, sick leave, use of the health care system, medication, pain behaviour, quality of sleep and other domains (such as subjective improvement).
Most included studies were of patients with chronic low back or back pain. Others included patients with fibromyalgia or mixed chronic pain patients. Most multidisciplinary treatments were delivered in an outpatient setting with a treatment duration ranging from 15 to 135 hours (median 31 hours) over four to 15 weeks. Inpatient treatments were more intensive (median 150 hours over three to eight weeks). Control groups included non-multidisciplinary treatment strategies and waiting list or treatment as usual controls. The most common type of therapy was cognitive-behavioural therapy. Most studies also included a physical component, such as aerobic exercise, muscle stretching or exercise therapy. Most studies included a patient education component. Further details of included studies were presented. Two reviewers independently assessed the studies for inclusion in the review; disagreements were resolved by consulting a third reviewer.
Assessment of study quality
A published checklist (CLEAR NPT) designed to assess the reporting of RCTs of non-pharmacological treatments was used to assess the quality of the included studies. The authors also assessed the comparability of the study groups at baseline and study eligibility criteria. The GRADE criteria were used to describe the quality of the included studies and the authors described the level of evidence according to defined criteria as strong, moderate, limited or no evidence.
Two reviewers independently assessed the methodological quality of the included studies. 
Data extraction
Two reviewers independently extracted data on primary and secondary outcomes from the included studies. For the multidisciplinary treatment to be considered successful, it needed to be more effective than the control treatment on either at least two of the five primary outcomes or at least one of the primary outcomes and two of the secondary outcomes.
Methods of synthesis
A narrative synthesis was presented.
Results of the review
Twenty seven RCTs, along with six follow-up studies and two studies reporting additional analyses, were included in the review (n=2,407). Median follow-up was 12 months. Ten studies were classified as low quality, 11 studies were classified as moderate quality and six studies were classified as high quality (according to GRADE criteria). Further details of the quality assessment results were reported.
Thirteen of 15 studies that compared multidisciplinary treatment with waiting list control or treatment as usual control reported significant positive results in favour of multidisciplinary treatment; two studies did not demonstrate significant positive results: the authors described this as strong evidence in favour of multidisciplinary treatment.
There was moderate evidence that multidisciplinary treatment was more effective than the control treatment: 10 of 15 studies reported significant positive results in favour of multidisciplinary treatment; 5 studies showed no significant difference between groups.
Four studies compared inpatient with outpatient programmes: three reported superior long-term effects with inpatient treatment; one study showed no difference between inpatient and outpatient groups.
Further results were reported.
Authors' conclusions
Multidisciplinary pain programmes were effective, although it was not yet known which components of the programme were important and whether all patients (those with different diagnoses, age, duration of pain and so on) would benefit from all components. The quality of the RCTs included in this review was generally poor.
CRD commentary
This review addressed a clear question and was supported by appropriate inclusion criteria. A number of databases were searched for relevant studies and experts in the field were contacted, but as only fully published studies were included, publication bias may have been present. The quality of the included studies was assessed using appropriate criteria, the results of which were presented and taken into account when presenting results of the review. Adequate details of the interventions and outcome measures used in the included studies were presented, although details of participants were vague. Two reviewers independently undertook study selection, data extraction and quality assessment processes, thus reducing the potential for reviewer bias and error. In view of the heterogeneity between included studies the authors appropriately presented a narrative synthesis. This was a well-conducted review and the authors' conclusions follow from the evidence presented. But, the authors acknowledged that the quality of the included studies was generally poor and studies were clinically heterogeneous, which limited the reliability of their conclusions.
Implications of the review for practice and research
Practice: The authors stated that the set-up of multidisciplinary programmes for chronic pain patients appeared to be reasonable and that patients should be referred to adequately specialised institutions instead of being sent to various individual specialists sequentially.
Research: The authors stated that future studies should compare different methods, settings and durations of multidisciplinary pain treatments and assess which patient characteristics were associated with better outcomes. Further research should be directed at patients with mixed chronic pain conditions. The authors stated that future studies should be more methodologically rigorous and use internationally accepted outcome measures, and that cost effectiveness
